AbstrACt
Objective To identify priorities for the delivery of community-based Child and Adolescent Mental health Services (CAMHS). Design (1) Qualitative methods to gather public and professional opinions regarding the key principles and components of effective service delivery. (2) Two-round, two-panel adapted Delphi study. The Delphi method was adapted so professionals received additional feedback about the public panel scores. Descriptive statistics were computed. Items rated 8-10 on a scale of importance by ≥80% of both panels were identified as shared priorities. setting Eastern region of England. Participants (1) 53 members of the public; 95 professionals from the children's workforce. (2) Two panels. Public panel: round 1,n=23; round 2,n=16. Professional panel: round 1,n=44; round 2,n=33. results 51 items met the criterion for between group consensus. Thematic grouping of these items revealed three key findings: the perceived importance of schools in mental health promotion and prevention of mental illness; an emphasis on how specialist mental health services are delivered rather than what is delivered (ie, specific treatments/programmes), and the need to monitor and evaluate service impact against shared outcomes that reflect well-being and function, in addition to the mere absence of mental health symptoms or disorders. Conclusions Areas of consensus represent shared priorities for service provision in the East of England. These findings help to operationalise high level plans for service transformation in line with the goals and needs of those using and working in the local system and may be particularly useful for identifying gaps in ongoing transformation efforts. More broadly, the method used here offers a blueprint that could be replicated by other areas to support the ongoing transformation of CAMHS.
IntrODuCtIOn
The worldwide-pooled prevalence of mental disorders in children and adolescents is estimated at 13.4%. 1 In the UK one in ten children aged 5-16 years suffer from a diagnosable mental health (MH) condition while many more experience symptoms that, while not reaching the threshold of clinical disorder, are a source of distress for children, young people (CYP) and their families. 2 A half of lifetime mental illnesses start by the age of 15 and 74% by the age of 18. 3 Despite the high burden of disease attributable to MH difficulties 4 there remains a significant treatment gap, where CYP who would benefit from intervention are for myriad reasons, unable to access it. [5] [6] [7] [8] For example, in the UK only 35% of children with clinically significant MH problems are identified 9 and only 25% of children receive specialist care. 10 Numerous reviews conclude Child and Adolescent Mental Health Services (CAMHS) provide delayed, fragmented and heavily restricted access to support and treatment to a small subgroup of people with severe and complex disorder, in various uncoordinated systems. [11] [12] [13] [14] [15] These challenges, coupled with an increase in the number of people seeking MH services have led to inadequate provision and worsening outcomes. 12 strengths and limitations of this study ► Provides a method for assessing and developing consensus in relation to regional service delivery priorities whilst ensuring salience of public and patient views. ► Comparison of study findings with on the ground service transformation efforts can highlight gaps and next steps for service commissioners. ► Over-representation of participants from Cambridgeshire and Peterborough and under-representation of particular professional groups potentially limits regional generalisability and reliability. ► The list of service features from which priorities were subsequently generated was based on the input of a self-selecting group of professionals, children, young people and parents, whose views may not be generalisable to stakeholders across the region or other parts of the country.
Open access
In the UK and elsewhere there is consensus that redesign and transformation of CAMHS is needed. As such, there have been a number of attempts to describe what 'good looks like' by setting out key features, principles and targets that should guide innovation. Common objectives are: (1) delivery of universally accessible comprehensive and integrated MH services, (2) an emphasis on promotion of mental well-being and prevention of mental illness, (3) strong multiagency partnerships that extend beyond health, (4) delivery in community-based settings that are convenient for CYP and families, (5) services that are intentionally built around the needs of CYP and families, (6) involvement of members of the public and service users in the design and delivery process and (7) use of evidence-based treatment, and (8) implementation of continual monitoring of quality and safety using shared outcome measures and (9) commitment to workforce development. 12 16-19 Many of these principles are captured in the recent report by the Children and Young People's Mental Health Taskforce 'Future in Mind' which sets out a vision for CAMHS in England, to be realised by 2020. The report serves as an architecture for transformation that must be interpreted and operationalised at a local level through the development and implementation of local transformation plans. 20 These publicly available plans are developed by local clinical commissioning groups, working closely with health and well-being board partners and with strong input from CYP and those who care for them. This place-based strategy for implementation reflects the notion that to achieve equity of outcomes, differentiated models of service delivery will be required in different places to reflect local need and priorities. 15 17 21 22 Nevertheless, identification of local shared goals and priorities to guide such transformation efforts is challenging; the priorities of different groups are not always aligned, 23 and in a climate of limited professional, financial and material resources it is not always possible to implement every good idea. 24 Therefore, a systematic and accountable process of establishing service delivery priorities is needed to provide a transparent way of allocating scarce resources in a way that reflects local need and views.
Current study
In 2015, the National Institute of Health Research (NIHR) East of England Collaboration for Leadership in Applied Health Research and Care undertook a study to inform the transformation of local community-based (ie, those not delivered in specialist inpatient settings) CAMHS. The aim of the study was to use consensus methods to identify components of service provision that were perceived as priorities by members of the public and professionals from the children's workforce (professionals from different sectors working directly with babies, children or young people or who are working to improve outcomes for children through the commissioning, oversight and delivery of services).
The study was jointly conceived of by the senior author and the chief executive of Cambridgeshire and Peterborough Mental Health Foundation Trust, for the purpose of guiding service redesign against a backdrop of finite resources and fragmentation within the local system. The timing of the study coincided with the publication of national policy setting out a vision for CAMHS, 18 and thus there were national and local 'pulls' for evidence to inform service improvement.
At the time of undertaking the study, it was estimated that National Health Service and local authority-commissioned service capacity for children with mild to moderate MH need and above would have to double or triple in size to meet estimated levels of prevalence in Cambridgeshire. 25 There was no statutory provision of CAMHS for children with mild to moderate problems, no overarching model of treatment, no unified structures providing clinical governance and a lack of shared definitions and outcomes. 26 Feedback from parents and children indicated need for better information about MH and well-being, as well as the services available. Parents voiced the need for a comprehensive CAMHS model with better partnership working between agencies, particularly schools and MH services. 27 This paper reports the results of a modified Delphi study, focusing on those service features that emerged as shared priorities for service delivery and discusses implications of these findings in the context of ongoing CAMHS transformation.
MethOD
A two-phase, mixed-method design was employed to (1) gather public and professional opinions regarding the key principles and components of effective and acceptable community-based MH services (phase 1) and (2) assess and develop consensus regarding those components perceived by study participants to be critical for service delivery (phase 2). For reasons of space, the methods and tools for phase 1 of the study are reported in online supplementary appendices 1 and 2.
Design A modified two-round Delphi study (see figure 1) was undertaken with the aim of identifying important components of a regional community-based MH response for CYP. The Delphi technique is an iterative multistage process designed to seek opinion from and develop consensus among a defined group of individuals (panel). The method is frequently used when evidence in an area is known to be limited or contradictory. Key features include (1) an anonymous survey process, whereby a panel (or multiple panels) of experts (by profession and/or experience) use a questionnaire to rate a series of statements over a number of rounds; (2) the provision of structured feedback to panel members between rounds with the ability to adjust ratings in light of knowledge about the group opinion and (3) anonymity Open access for panel members during the process. 28 These features can facilitate the convergence of opinion across rounds, helping to build consensus while at the same time highlighting areas of continuing disagreement.
The method has been used extensively in the context of MH services research. 28 With respect to child and adolescent MH the method has been used to identify key ethical issues in relation to the conduct of MH research with minors, 29 the development of quality standards for child and adolescent MH in primary care, 30 and identification of discredited assessment and treatment methods used with CYP. 31 The method has also been used for practical applications-for example, Kelly and colleagues conducted a Delphi study to produce publicly available MH first aid guidelines for suicidal ideation and behaviour. 32 To the best of the authors' knowledge, the study reported here is the first to use the method to identify features of community-based MH provision for CYP.
In previous Delphi studies in the area of MH research, participants have mostly been professionals. However, with the acceptance of the necessity to involve service users in the design of all aspects of care, experts by experience are increasingly included in Delphi panels. 28 The opinions of different panels can be analysed together or separately in multiple panels. 33 However, if different groups with potentially conflicting views are included in a single panel, they may not be equally represented in the final consensus. 33 For this reason, the current study included separate public and professional panels to enable exploration of within and across panel consensus. In a further effort to ensure service user views remained central during this priority setting exercise, the Delphi method was adapted so in addition to feedback about their individual and own panel scores for each item, professionals also received feedback about the public panel scores. This adaptation was informed by evidence that feedback of patient scores to clinicians results in an expanded set of consensus items that better reflect the priorities of patients. 34 Feedback on professional scores was not given to the public panel, so as to minimise the possibility that members of the public would tailor their answers to agree with a group who may have been perceived as more authoritative. 33 Patient and public involvement The study protocol and materials were reviewed by three young people and one parent prior to seeking ethical approval. All documentation was refined in line with feedback. In developing the Delphi questionnaire, consultation was undertaken with four parents, three young people and three professionals involved with designing, delivering and commissioning MH and emotional health and well-being services for children and young people in the region (see online supplementary appendix 1). Feedback was received regarding missing content (professionals), the need to distinguish between different groups of professionals with respect to some of the questions (professionals), length (parents and young people) and ease of understanding of general and relating to specific concepts (parents and young people). Feedback was used to refine the questionnaires. Representatives of service user and parent/carer fora were invited to and attended two dissemination events.
Participants
The intention was to approach all participants recruited in phase 1 (see figure 1 and table 1) for consent to take part in the Delphi study. However, given the complexity and length of the rating task only members of the public panel aged 12 years and over were invited to take part in the second phase. Six CYP were excluded owing to their age. There was some attrition between study phases and also across the two rounds of the Delphi study, in both panels (see figure 1 and table 1 ).
Delphi questionnaire
In total 181 statements were developed and arranged in four sections corresponding to the key themes identified in phase 1 (see online supplementary appendix 1 and 2 for method and tools, respectively). Questionnaire items varied in their focus from those representing high order values that should underpin service delivery and description of key problem areas, to specific ideas regarding the way services should be targeted, delivered and evaluated. 
Open access
Review by members of the public and professionals involved in MH service delivery lead to a reduction in items, resulting in a questionnaire comprising 137 items for use with the public panel and 173 statements for the professional panel (see online supplementary appendix 3 for all questionnaire statements). The professional questionnaire contained more items due to the inclusion of statements relating to the improvement of professional working practices. Items that were not presented to the public panel can be found in online supplementary appendix 3 under the heading 'getting services to work better together').
Completion of the questionnaire required panel members to rate each statement using a ten-point scale to indicate their agreement with a principle or the importance of a service feature (0, low importance/agreement; 10, high importance/agreement). Panellists were invited to give comments at the end of the round 2 questionnaire to justify any of their ratings, or to make suggestions about missing items. As a result, seven additional questions were added to the round 2 questionnaire.
Procedure
An online questionnaire (round 1) was distributed in January 2016 to all professionals who had participated in phase 1 of the study. Given that nearly a year had elapsed since the first round of the study (owing to longer than anticipated to develop and refine the Delphi questionnaire), participants were asked to re-consent to their involvement in the study before being able to access the survey. CYP and parents were contacted by post and email to ensure that they were happy to continue participation in the study. Participants who did not reply within 7 days were sent the questionnaire using the preference stated in round 1. Parents of children aged <12 years were contacted by email and letter to explain that their child would not be required to participate further. A £20 shopping token was included with the letter as a token of appreciation for their child's participation. Participants received weekly reminders to complete the round 1 questionnaire over the course of 3 weeks. Questionnaire data were downloaded from the online survey platform and uploaded to the study database.
Data from paper questionnaires were manually entered into the study database. Round 1 responses were analysed for each panel. Those items reaching the prespecified criterion for consensus (see figure 2) were removed from the questionnaire. Given analyses for each group were treated separately, the items removed from each questionnaire differed between panels. Individualised questionnaires were prepared for each participant; item level *Participants selected more than one role therefore the subtotal may be greater than number of participants in round. †Participants may have selected more than one county therefore the subtotal may be greater than number of participants in round. ‡Participants may have selected more than one option for reach therefore the subtotal may be greater than number of participants in round. Open access feedback was provided for each of the remaining statements and included an individual's rating for each item along with the average group rating. In addition professionals were informed of the average public rating for each remaining questionnaire item. Only those participants who had completed round 1 were sent the second questionnaire. As in round 2, non-responders received weekly reminders over a period of 3 weeks. Data were entered into the study database as before and analysed to determine additional items reaching consensus within panels. Work was then undertaken to identify items reaching consensus that were common to both groups (shared priorities).
Analysis
There are a range of methods for defining consensus, 35 with no clear recommendation as to which is preferable. 33 35 36 For the purpose of this study, consensus regarding important or unimportant items was defined as an item scored as 8-10 or 1-3 by ≥80% of panellists; use of the proportion of participants agreeing within a particular rating range is a common way of defining consensus. 35 In a review exploring definitions of consensus, 75% was found to be the median threshold to define consensus. 35 although we used a higher proportion in an attempt to separate essential items from those that could be seen as merely desirable. The same criteria were used in round 2 to identify additional items reaching within panel consensus.
To aid interpretation and discussion, items reaching within group consensus in either round were identified for both panels and grouped thematically beneath relevant chapter headings by a single researcher (EH). As a final step, items were identified as shared priorities if they met the threshold for consensus across both groups.
The lack of clear guidance with respect to the definition of consensus means the threshold used in the current study could be viewed as arbitrary and conservative. A sensitivity analysis was undertaken where a lower threshold of 70% was used to examine whether this had a significant impact on the number and type of items emergent as priorities (table displaying all items, whether consensus was reached and in which round is presented as in online supplementary file 2).
results
The aim of this study was to identify essential components of community-based MH provision, therefore only the results of phase 2-the Delphi study-are reported here.
From table 1 it can be seen that in round 1, composition of the public panel reflected a reasonable spread of CYP age (as indicated by parent reports), concern about MH issues and contact with specialist services. 
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Between rounds, there was a 30% reduction in panel size, resulting in a small decrease in the proportion of panel members reporting current concerns about MH and a more substantial increase in the proportion of CYP and parents reporting that they were currently in contact with specialist health services (not exclusively MH).
With respect to the professional panel, from the outset of phase 2, there was poor representation of local authority and social care professionals, despite involvement in fairly high numbers in phase 1. Across both panels there was an over-representation of participants from Cambridgeshire relative to other counties in the Eastern region.
There was a reduction in both panels by around 25% between rounds, although proportional representation of panel characteristics did not change. 1. Summary: A total of 144 items (137 initial items+7 additional items added in round 2) were rated by both panels (see figure 2 ). Of these, 65 items reached the threshold for consensus in at least one of the panels; 51 items were rated as important/unimportant for service delivery by both panels and are termed 'shared priorities' in subsequent description and discussion (see table 2 ).
Shared priorities: Items reaching consensus across panels
Promotion and prevention Sixteen items (28% of all items in this category) relating to 'promotion and prevention' emerged as shared priorities. Items coalesced into three subthemes: accessing trusted information, the role of schools and the proactive targeting of known risk groups and risky developmental periods for intervention. The most prominent of these themes was the role of schools in promoting emotional health and well-being and preventing mental ill health through a combination of whole school initiatives (eg, building a health promoting culture), the delivery of universal programmes to build resilience and the provision of more targeted support. With respect to identification of specific groups to receive intervention, public and professionals endorsed the proactive identification of groups known to have a higher risk of developing MH difficulties: those facing stressful life events or transitions, and CYP showing prodromal symptoms of behavioural problems. Participants endorsed the delivery of interventions directly to CYP and parents in attempt to mitigate negative child outcomes.
Three priorities related to increasing access to high quality information, with two of these specifically citing the need for information that can be accessed by professionals who may be well positioned to identify early indications of MH difficulties.
Getting help
Twenty-nine items (39% of all items in this category) relating to the theme of 'getting help' reached consensus across both panels. Items were grouped into three key themes: accessing services and support, service user experience and strategies to prevent relapse.
In relation to access, both panels endorsed wanting CYP with any degree of difficulty to be able to benefit from formal support, while at the same time acknowledging there is currently insufficient resource available to achieve this. In terms of practical strategies to enhance access to services, participants endorsed that all members of the children's workforce should be able to identify CYP experiencing MH difficulties, and that schools should establish MH leads who take responsibility for co-ordinating efforts within the school and access to outside agencies. Both panels endorsed the importance of a single point of access to enable easy access to information and supportive services, and the role of a key worker or advocate to co-ordinate service access and navigation for CYP with complex needs.
Fourteen items related to the quality of interaction between specialist MH services and service users across the episode of care, highlighting specific actions such as providing information about position on the waiting list, offer of self-help strategies to use while waiting and proactive follow-up of those CYP and families who miss appointments, as well as the personal attributes of those delivering care. The remaining items related to specific strategies involving CYP, parents or schools for preventing relapse and enhancing resilience following the receipt of specialist MH support.
Measuring success
Six of twelve process and outcome indicators were endorsed as suitable measures for monitoring and comparing the success of all services working within a system to enhance CYP MH. 3. Items reaching consensus in one panel only transforming services; working together As noted above, items relating to the process of transforming services and enhancement of interagency working were rated by professionals only. In this category four of a possible 17 items were rated as important by at least 80% of the professional panel (see table 3 ). The overarching theme was 'sharing' both at strategic (eg, development of a shared vision) and operational (eg, shared training events, ensuring school-based counselling services worked hand-in-hand with community MH) levels.
A further 14 items rated by both panels reached consensus in one panel only (professionals, n=3; public, n=11, see table 3). In general, the items represented similar themes to those described above, although mostly reflect aspects of service delivery considered important by the public but relatively less so by professionals. sensitivity analysis When the threshold for consensus was set at 70%, an additional nine items emerged as public priorities and 23 items as professional priorities (see full results Children, young people and their parents trust information about emotional well-being and healthy living that they receive from websites (eg, mental health charities, National Health Service).
Access to trusted information and support
Create a website that explains causes and signs of mental health problems, and how to get help.
The role of schools in promotion and prevention Schools can reduce bullying on the internet during the school day by not allowing pupils to use mobile phones and other personal electronic devices (tablets, iPods, personal computers).
Getting help
Access to services and support
Services should be based on need and not on some arbitrary criteria, such as age: someone might be 20 but feel like 16. Instead, the move to adult services should be flexible, depending on the person.
(2) 81 † 8.5 (4) 59
Young people and parents who are confident in themselves find it easier to get the help they need to deal with their problems.
(2) 81 † 8 (1) 72
If a young person is sure that what they say to a GP will not be told to their family, they are more likely to trust the GP and openly talk about their worries.
(2) 81* (2) 56
Mental health services should allow parents and children to go to them directly (also called self-referral).
If people have to wait for a referral from a GP or another professional, their problems might continue to get worse while they wait. Access to services and support
Offer counselling or talking therapies to all children and young people if there is a chance they could benefit from it, regardless of how big or small their problems are.
(1.75) 82* 8 (3) 59
Preventing relapse; supporting CYP after diagnosis
Organise groups where children and young people experiencing mental health problems can meet and talk to other children and young people in a similar situation.
(1) 81 † 8 (2.25) 78
Have mental health services keep in contact with children and families to support them after they have overcome a crisis. 
DIsCussIOn
This study identifies features of comprehensive community-based mental services for children and young people that are important to those who may use (public) and deliver services (professionals). Areas of consensus represent shared priorities for service provision in the East of England.
Three key findings emerged from this study.
(1) Priorities relating to the prevention of MH difficulties and the promotion of good MH emphasise the role of education. (2) Priorities relating to the delivery of treatment and support to children and young people experiencing MH difficulties place greater emphasis on the way in which care is delivered and the qualities of those delivering care, than on specific types of intervention that should be available. (3) Outcomes for monitoring and evaluating services and support should measure aspects of well-being and functioning, in addition to measurement of distress symptoms.
Members of the public identified additional priorities that were not endorsed by professionals, highlighting the importance of involving CYP and families in the design of services to ensure they are acceptable and effective for those who will use them.
Comparison to other studies
The role of schools in promotion and prevention: In line with a public health approach, participants prioritised the delivery of both universal interventions and more targeted support for CYP at increased risk of poor outcomes. These findings are in keeping with current national and international policy 16 37-39 and in large part reflect what is already being delivered on the ground in UK schools. 40 41 Several reviews of whole school interventions and universally delivered resilience building programmes indicate effectiveness in primary and secondary schools. [42] [43] [44] [45] Similarly, reviews point to the effectiveness of some targeted interventions on MH outcomes. [46] [47] [48] However, to date there is extremely limited evidence of the effectiveness of mechanisms to systematically identify CYP who could benefit from these school-based programmes which may limit their impact. 49 Further it is Open access worth noting much of the high quality evidence included in these reviews derives from North America, with limited evaluation of the effectiveness of these or similar interventions in the UK. Sporadic and inconsistent implementation of interventions remains a significant challenge for school-based interventions delivered in UK settings [50] [51] [52] which may erode the impact of even highly effective programmes. 53 Effort needs to be expended, not only on implementing these approaches in UK schools, but also on evaluating the outcomes that can be achieved for particular groups and in particular settings using pragmatic, transparent and contextually sensitive study designs. 54 Accessing support and treatment: It was striking that priorities relating to the delivery of support to those experiencing MH difficulties largely focused on the process through which treatment is accessed and delivered, rather than on the availability of specific therapeutic models of care. With respect to access there was strong disagreement with the practice of rationing services by prioritising delivery to particular age groups as has been implemented in some parts of the UK and elsewhere, which is in line with movement in the UK towards the provision of child and youth services from 0 to 25 years 14 55 Participants also endorsed a single point of access model whereby all levels and types of information and support can be accessed through 'one front door', and a navigator or advocacy model to help mobilise needed resources for those with complex needs. Results of quantitative studies suggest that enabling self-referral to support via community-based 'walk in' services can improve access to care for those who are otherwise discouraged by complicated referral procedures and long waiting lists. 13 Similarly, care management where staff provide education, advocacy and logistical support to help patients navigate through the healthcare system (rather than deliver direct support) appears to be a promising approach for improving medical care for adults with severe mental illness treated in community MH settings. 56 Nevertheless, while both models are currently promoted and implemented in the UK as ways of increasing access to adult services, there is limited evaluation of their impact on the quality of service provision for CYP.
Measuring success: In line with other studies, concepts of a successful outcome included, but extended beyond measurement of signs and symptoms of MH difficulties, to the quality of children and young people's relationships, their ability to participate and contribute in their everyday lives and to enjoy and achieve at school. [57] [58] [59] In order for there to be an incentive to conduct outcome measurement and for the evidence that it yields to be useful, it is imperative that what is measured reflects stakeholder perspectives on what constitutes a good outcome. To this end, the outcomes identified by this study could form the basis of a regional shared measurement system that could be used by all sectors to assess impact of services aiming to improve the health and well-being of CYP. That said, to date there has been a great deal of attention in the UK on the value of routine outcomes monitoring as a key foundation of service transformation 21 60 nevertheless, this has largely been confined to clinical settings, with limited spread to other community-based service delivery partners (eg, the voluntary sector) that play a critical role in delivering a comprehensive MH response. Simple measures embedded in frontline practice of all sectors contributing to a public MH response 'can offer real time feedback to service staff and users and support accountability for sharing in decisions, care planning, and coproduction and coordination of care' as well as indications of service success and failure. 21 Divergence of priorities: In general, there was good agreement between public and professionals; however we identified a subset of service features that were highly valued by members of the public but relatively less so by professionals. This finding concurs with the current strong emphasis on involving CYP and families in the design of services to ensure they are acceptable and effective for those who will use them. Areas of disagreement predominately related to strategies to enhance access to services, which included the ability to access services irrespective of symptom severity, the ability to self-refer to services, 24 hours access and a period of ongoing contact following discharge in case of need for re-admittance. This divergence in views may represent professional awareness of fiscal constraints that prohibit access to specialist services for the many, and perhaps also the view that greater provision of and access to specialised health services can lead to an over reliance on high cost services and products, and an underutilisation of effective primary healthcare and social services that may have a greater effect on health and well-being of the public 21 Nevertheless, if these service features are seen as critical by the public then thought must be given to how these might be achieved through the pooling of resources and involvement of professionals from the wider children's workforce, rather than an over reliance on specialist sector workers.
strengths and limitations
To the best of the authors' knowledge, this is the first study to use the Delphi method to identify features of a comprehensive community-based MH response for CYP. The adapted method presented here represents a way of assessing and developing consensus in relation to regional service delivery priorities that could be replicated in other areas.
Concerted efforts were made to recruit large and diverse panels. Despite this, the sample was characterised by an over-representation of participants from Cambridgeshire and Peterborough and an under-representation of particular professional groups. The lengthy delay of nearly a year between the first and second phases of the study likely gave rise to significant attrition across rounds. We observed particular gaps in relation to professionals working for the local authority, criminal justice and faith groups, meaning that the priorities identified here may not reflect the views of these sectors of the workforce.
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Moreover the number of public panel members was rather small by round 3 potentially undermining the reliability of findings; a change of vote by one individual could have had a major effect on whether the agreement criterion was reached.
Also to be considered is that the long list of ideas from which priorities were subsequently generated was based on the input of a self-selecting group of professionals, CYP and parents, meaning that the items generated from their ideas and the prioritisation of service features may not be generalisable to stakeholders across the region. It is also the case that the initial long list of service features may not have been reflective of all necessary aspects of CAMHS service delivery, for example, there were few items that related specifically to service delivery for very young children. That said, the intention was not to produce a comprehensive service specification, rather it was to highlight aspects of delivery that were of particular importance to the public and professionals that could be included in a service specification or transformation plan.
Practical implications
This study sets out a process whereby in the context of sometimes differing or opposing stakeholder opinion and a sea of good ideas, agreement can be reached regarding important elements of CAMHS. This evidence, even in the context of ongoing service transformation, can be used to inform service improvement work in local areas by cross referencing actual activity with the consensus findings.
In comparing the priorities identified by this study with service transformation efforts undertaken in Cambridgeshire and Peterborough, as documented in publicly available local transformation plans, there is much overlap between these findings and activity on the ground (perhaps in small part due to the dissemination of findings to local transformation leads). However, some gaps are also evident. For example, several priorities related to address of school culture as a way of promoting good MH. Yet to date, there is little focus on aspects of school life that do not directly relate to the provision of MH training or support, but which contribute to a 'mentally healthy environment'. 61 The Education Policy Institute advocate that all schools, colleges and Universities adopt the WHO recommended Whole School Approach model and thought could be given to how this might be incorporated into subsequent transformation plans. 44 61 Similarly, according to the most recent transformation plan, evidence-based parenting programmes have been proactively offered to parents of children waiting to access attention deficit and hyperkinetic disorder and ASD services. While this study highlighted this group of parents as priority recipients, findings also underscore the perceived importance of proactive in-reach to other vulnerable groups such as parents with MH difficulties. Based on review of local transformation plans (LTPs),
there is yet to be such explicit targeting of other groups of parents.
Finally, results highlighted the value of offering information to CYP and families when accessing and waiting for specialist MH services, however to date there is little focus on these process aspects of service delivery, with greater emphasis placed instead on the specific services to be offered. Thus, even in the context of significant activity to improve services, the findings from this study produce unique insights that can be used to inform future work.
COnClusIOn
In a climate of limited professional, financial and material resources, priority setting is a matter of daily concern in healthcare and policy-making. A systematic and accountable process of establishing service delivery priorities, which incorporates the views of relevant stakeholders, can provide a transparent way of allocating scare resources more equitably, in a way that reflects local need.
The areas of consensus identified in this study represent shared priorities for service provision in the East of England, and help to operationalise high-level plans for service transformation in line with the goals and needs of those using and working in the local system. 17 22 More broadly, the method described here offers a useful blueprint that can be replicated by other localities to inform ongoing transformation of CAMHS.
